data elements to reduce the burden of duplicate data collection. This has been done in Massachusetts and in California for coronary artery bypass surgery and in Massachusetts for percutaneous coronary intervention. The NCDR and STS registries are more extensive than some of the state-mandated registries, but because of the mandates, the state registries are more complete. State registries, such as New York's, ensure accuracy of 30-day mortality by linking to the statewide vital statistics file and limiting the registry to state residents. A recent report showed that 22% of 30-day deaths occurred after hospital discharge. Completeness of enrollment is ensured by comparing registry data to the state's administrative data system. Long-term survival is similarly ensured using the vital statistics file. Routine audits, which ensure appropriate selection as well as outcomes and provide an even playing field, can be performed best in a statewide system. I am certainly no expert in the field of data management, but it seems time for a harmonization of the effort. Who pays for this? The beneficiaries of improved quality and cost-effectiveness are the patients, the providers, and the payers. Currently the providers are footing the bill. It is time for the payers to realize the value of supporting the efficient and accurate collection and analysis of clinical information. As a New Yorker, Goffredo Gensini, told me in the mid-1970s as we were starting the Emory cardiac database, "You need one version of the truth." Someday, comprehensive electronic medical records may enable that, but in the meantime, we can at least strive for harmony.
